Boy, aged 8 years, exposed to chicken-pox three weeks previously, was admitted to Grove Fever Hospital for scarlet fever on March 21, on the third day of disease. Rash and throat typical. March 22: Varicella eruption. The photograph, taken on March 26, shows varicella almost confluent on face and trunk, but discrete on limbs, especially towards distal extremities; hands quite free; feet also free, except for a single vesicle on right foot. A photograph taken on March 29 showed desiccation of chicken-pox lesions and desquamation of trunk; subsequent desquamation was very profuse. On March 31 the skin of the palms and fingers separated almost entire. April 2: Thickly-set papular rash on face, trunk and limbs, unaccompanied by rise of temperature or other symptoms; it gradually faded in the next few days. April 14: Temperature normal since March 31; rose to 1010 owing to cervical adenitis associated with albuminuria. April 19: Free from varicella scabs. April 29: Von Pirquet negative. Discharged in good health on May 14, with numerous pigmented scars.
Section for the Study of Disease in Children
Concurrent scarlet fever and chicken-pox; fifth day of chicken-pox, eighth day of scarlet fever.
APRIL
Temperature chart of case of concurrent scarlet fever and chicken-pox. Dr. J. D. ROLLESTON said that a recent discussion on the association of scarlet fever and varicella at the Societe de P6diatrie of Paris 1 had induced him to show the photographs and temperature chart of this case. The association of scarlet fever with varicella was not uncommon. Since 1899 an average of 88 cases of co-existent scarlet fever and chicken-pox had been admitted annually to the Metropolitan Asylums Board fever hospitals, but in the majority of such cases the patient was incubating the second disease during the eruptive period of the first; it was exceptional for the two eruptions to be in full bloom at the same time, as in the present case. Before asserting the co-existence of the two exanthemata one must exclude the possibility of accidental scarlatiniform rashes being mistaken for scarlet fever. The autonomous existence of scarlet fever in this case was established by the very profuse desquamation which followed-a phenomenon which is not met with after accidental rashes 2-_and by the characteristic late adenitis. Dr. Rolleston alluded to another case of co-existent scarlet fever and varicella recorded by him, remarkable for the occurrence of palpebral gangrene, in which the same complication of. late adenitis occurred.' It should be noted that accidental rashes, first of an erythematous and later of a papular type, did occur in the present case, but they were post-eruptive in relation to the scarlatinal rash. Such accidental rashes were most frequently met with when varicella was associated with some other acute exanthem. The association of scarlet fever with varicella tended to make the latter more severe, as was shown by a more abundant eruption, a greater tendency for the lesions to suppurate, and by a higher temperature and more prolonged pyrexia than was found in uncomplicated chicken-pox. Among the few cases-of confluent varicella on record, three at least had occurred in convalescence from scarlet fever.4 Dr. Rolleston drew special attention to the mild character of the present case, which compared favourably with one which he had reported some years ago,' in which the varicella eruption appeared eight days after the subsidence of the scarlatinal pyrexia. In that case the varicella eruption assumed the distribution of confluent smallpox, was accompanied by a temperature of 1040 F. for several days, and was followed by secondary fever of ten days' duration, due to the formation of multiple cutaneous abscesses. The favourable course of the present case could be attributed, in part at least, to the soothing effect upon the skin of boracic baths which were employed every morning and evening for a fortnight after the appearance of the varicella.
